INTRODUCTION
Melanoma is a neoplasm derived from melanocytes of the skin and other sites. It accounts for 1% to 3% of all malignancies and 1% to 2% of all cancer deaths worldwide. The worldwide incidence rate is increasing much more rapidly than for any other malignancies. 1 Nodular melanoma is known to present with greater thickness than the other subtypes of melanoma, therefore, it often carries a poorer prognosis. 2 We present a case of nodular melanoma in 28 year female patient presented with rapid increase in the size of the lesion associated with metastasis to the regional lymph nodes.
CASE REPORT
A 28 year old tribal woman presented with swelling over the occipital region towards right side for two years. The swelling increased rapidly for the last two months associated with pain and ulcerated one month prior to admission.
Examination revealed ulceroproliferative growth of 20x10 cm occupying the occipital region predominantly on the right side and fixed to underlying bone ( Figure 1 ).
There is a 3x5 cm swelling in the neck indicating the involvement of posterior group of cervical lymph nodes. CT scan revealed adherence of the tumour to occipital bone but there was no intracranial extension. FNAC of cervical lymph nodes revealed sheets of pleomorphic malignant cells in the background of lymphocytes and red cells. The possibility of poorly differentiated carcinoma or melanoma was offered. Patient was duly investigated and was negative for distant metastatic work up. The lady was taken up for surgery. Wide excision of the tumour was done under general anesthesia along with craniotomy, duroplasty and radical neck dissection was carried out. Reconstruction was performed by scalp transposition flap and skin grafting ( Figure 2 ). Postoperative period was uneventful. Patient was discharged two weeks after surgery in a fair condition. Advised regular follow up. We could follow the case for two months as the patient was lost to follow up.
The excised gross nodular mass was measuring 20x10x8 cm with surface ulceration and adjacent skin ( 
DISCUSSION
Nodular melanoma often presents as an expanding darkly pigmented cutaneous nodular lesion, usually found on the sun exposed areas of the skin, with far fewer such lesions occurring in covered areas. The most common sites are the trunk in men and the legs in women. The lesion is usually asymmetric with irregular borders, but it may also present as a round to globoid exophytic mass of varying size. In our case, tumour presented on the occipital area as an exophytic nodular mass with surface ulceration. 3 Metastatic melanoma usually involves draining lymph nodes and occasionally adjacent skin first, but eventually metastasizes to distant visceral sites. The skin and subcutaneous lymph nodes (59%) are most commonly involved followed by lung (36%), brain (20%), liver (20%), bone (17%) and others (12%). In our case only regional lymph nodes are enlarged without any radiological evidence of metastasis in other organs. 4 Mutations in BRAF and NRAS genes have been reported at a high frequency in cutaneous melanoma, although not much is known about the relationship between these alterations and tumor cell proliferation or disease progress in established melanomas. In the study by Davies et al., BRAF was mutated in 29% of the primary tumors, compared with 27% for NRAS, and the mutations were mutually exclusive in all but one single case. There was a high degree of concordance between primary tumors and paired metastases with respect to mutations in both genes. 5 Given the rarity of giant melanomas, it is difficult to draw any conclusions for the staging and management strategy. Consequently, there is no validated therapeutic approach. Giant melanomas are often associated with a very poor prognosis. The reason for local or loco-regional spread in some massive melanomas without distant metastases is unknown, although some authors have suggested that it could be ascribed to the intrinsic biological behavior of the tumor and patient's immunological response to the melanoma cells. 
